The most recent US Preventive Services Task Force colorectal cancer (CRC) screening guidelines recommend average-risk adults aged 50 to 75 years receive colonoscopy every 10 years; sigmoidoscopy every 5 years, with a midinterval high-sensitivity fecal occult blood test (FOBT) every 3 years; or annual high-sensitivity FOBT or fecal immunochemical testing (FIT) . 1 Several barriers to colonoscopy, such as distance from health care facilities and transportation to and from the facility, have been reported. 2, 3 These issues are particularly relevant to the US Department of Veterans Affairs Health Administration (VHA) because over 3 million (36%) of enrolled veterans reside in rural areas. 4 The VHA recently approved the use of FIT, a high-sensitivity FOBT that can be administered at home. Advantages of FIT over guaiac FOBT include higher sensitivity for detection of significant adenomas and CRC, lack of diet or medication restrictions, and the need for only 1 sample. 2, 3 We previously demonstrated the effectiveness of an initial mailing of a FIT to eligible patients overdue for CRC screening. 2, 3 Although annual FIT screening is recommended, little is known regarding patients' willingness to participate in repeated annual FIT screenings. Therefore, the objective of this study was to determine what proportion of patients who previously screened negative with FIT would be willing to complete a second round of annual FIT screening, and what proportion would screen positive.
The 2 mailed FIT interventions have been described previously. 2, 3 In the initial 2 interventions, 232 participants completed a FIT. Of these participants, 28 (12%) had positive FITs and were referred for follow-up care, whereas those who tested negative (n ϭ 204) were included in this prospective follow-up study to determine their willingness to complete a second annual FIT.
Approximately 1 year after completing their initial FIT, potentially eligible patients received a recruitment letter explaining the study, followed by a telephone call to assess eligibility and willingness to take a brief survey. Immediately following the survey, participants were asked to take a second annual FIT. Those who agreed were mailed an OC FIT-CHEK kit (Polymedco, Cortlandt Manor, NY) with instructions and a preaddressed, postagepaid envelope to return the FIT.
Of those eligible (n ϭ 159), 132 (83%) participated in the survey and 126 (79%) returned a second annual FIT. There were 10 positive FITs (8%), and these patients were referred for fol- low-up care (Figure 1 ). Participants overwhelmingly reported the FIT was easy to use and convenient (89%), and they would be likely to complete a mailed FIT each year (97%) ( Table 1 ). There were no significant differences between FIT participants versus nonparticipants by age, sex, or rurality (data not shown). Few studies have examined patients' willingness to participate in follow-up FIT after their initial screening. In this group of largely rural veterans initially overdue for CRC screening, 79% participated in a second annual mailed FIT. Similarly, a population-based FIT screening program in Amsterdam demonstrated that 85% of participants completed a second biennial mailed FIT. 5 Several limitations should be considered when interpreting the study results. Because of the limited sample size, we were unable to conduct subgroup analyses. Although the original cohort was identified based on regular VHA use, 17 participants reported scheduled or up-to-date CRC screens from outside the VHA, which we were unable to verify. Furthermore, this sample of veterans who previously participated in a FIT intervention may not be generalizable to other clinic populations. This is, however, one of the few studies to present data on repeated FIT testing in the United States.
Conclusion
FIT mailing programs seem to be an effective method to provide CRC screening for overdue patients, especially those who face barriers to colonoscopy. Providers should consider offering FIT as an option along with other evidence-based methods.
